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the letter). Given the liability issues involved, we have
discontinued the use of the clips as the primary method to
control the renal vessels during laparoscopic donor ne-
phrectomy.
As surgeons, we should continue to strive to do what is
best for the donor without compromising graft function.
The laparoscopic approach is the preferred approach in
the vast majority of US transplant centers. The options for
laparoscopic control of the renal vessels are staplers or
clips. If clips are not used, we must rely on staplers. The
vascular staplers and multiple locking clips were given the
same safety rating in the authors’ report (reference 3 in the
letter). Vascular staplers are also known to malfunction.
Vascular stapler malfunction rate was 1.7%, in a report of
565 patients who underwent laparoscopic nephrectomy
including donor nephrectomy. In our own experience,
vascular stapler malfunction resulted in significant bleed-
ing despite immediate conversion to open surgery.
1
We continue to use the locking polymer clips when ap-
propriate, for laparoscopic nephrectomies involving
pathologic kidneys. We believe that the clips are safe
provided at least 2 clips are used and a cuff of vessel distal
to the clip is ensured when the vessel is divided. The
vessel should also be circumferentially dissected and the
clips positioned in a manner so that perivascular tissue is
not within its locking mechanism. There have been sev-
eral reports that have confirmed the clinical safety and
efficacy of the clips.
2,3 It is important that all methods of
vascular control are available to the surgeon who uses the
appropriate device as dictated by a variety of factors that
are involved in each patient.
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The readers bring up an important, albeit relatively new,
development in the evolution of the laparoscopic donor
nephrectomy. When we originally wrote the manuscript
reporting our experience, it predated by 18 months the
safety alert issued by the manufacturers of the Hem-o-lok
clip.
1 Interestingly, we since independently noted the ten-
uous nature of the clip alone in securing the renal hilum
and have abandoned its use. In all, utilization of this
method of vascular control represented less than 1% of a
combined series approaching 400 cases.
Fortunately, we did not have a case of clip dislodgement
in our limited use of Hem-o-lok clips to control the renal
hilum. Our cases of retroperitoneal bleed (now 1% of our
total experience) and transfusion (now 0.5%) were early
in our experience and unrelated to our hilar ligation tech-
nique. Still, we concede that “clip dislodgement seems to
be, thankfully, a low frequency, but high impact event.”
As a result, we advocate only the use of a stapler, either
GIA or TA, to control the renal hilum in the laparoscopic
donor nephrectomy.
Sincerely,
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Re: JSLS 2006;10:254–256 Laparoscopic Management
of Giant Ovarian Cyst
To the Editor:
The laparoscopic management of a giant ovarian cyst was
reported by M.S. Dolan et al
1 in the April-June 2006 issue
of the journal. The ovarian cystic mass measured
22.5x3x40 cm and was decompressed via minilaparatomy
removing 15 liters of fluid. Pathology examination re-
vealed a mature cystic teratoma. A laparoscopic left oo-
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